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One of the patients in the laparoscopic pyeloplasty group had severe periureteral fibrosis from a prior endopyelotomy and Acucise procedure. It was reported that this patient underwent a Davis intubated ureterotomy and was excluded from further analysis. Thus, the results in the laparoscopic pyeloplasty group relate to 16 patients. It should also be noted that cost data were not available for 2 patients from the Acucise endopyelotomy group, as they were either treated as outpatients or with a 23-hour observation.
Analysis of effectiveness
The analysis of effectiveness was conducted on the basis of treatment completers only. The health outcomes used were: the success rate, the mean operating time, the mean estimated blood loss (EBL), the mean time to oral intake, the mean amount of analgesia required, and the mean length of hospital stay.
The authors stated that the three patient groups were compared on demographic variables. They did not report any similarities or differences between the groups.
Effectiveness results
The success rate was 94% in the laparoscopic pyeloplasty group, 56% in the Acucise endopyelotomy group and 86% in the open pyeloplasty group. Comparisons of the success rates were made between the laparoscopic pyeloplasty group and the Acucise endopyelotomy group, (p=0.04), the laparoscopic pyeloplasty group and the open pyeloplasty group, (p=0.57), and the Acucise endopyelotomy group and the open pyeloplasty group, (p=0.18).
The mean operating times were 3.3 hours in the laparoscopic pyeloplasty group, 1.7 hours in the Acucise endopyelotomy group and 3.4 hours in the open pyeloplasty group. Comparisons were made between the laparoscopic pyeloplasty group and the Acucise endopyelotomy group, (p<0.001), the laparoscopic pyeloplasty group and the open pyeloplasty group, (p=0.97), and the Acucise endopyelotomy group and the open pyeloplasty group, (p<0.001).
The mean EBL was 86 mL in the laparoscopic pyeloplasty group, 51 mL in the Acucise endopyelotomy group and 114 mL in the open pyeloplasty group. Comparisons were made between the laparoscopic pyeloplasty group and the Acucise endopyelotomy group, (p=0.20), the laparoscopic pyeloplasty group and the open pyeloplasty group, (p=0.66), and the Acucise endopyelotomy group and the open pyeloplasty group, (p=0.13).
The mean time to oral intake was 16 hours in the laparoscopic pyeloplasty group, 7.9 hours in the Acucise endopyelotomy group and 22 hours in the open pyeloplasty group. Comparisons were made between the laparoscopic pyeloplasty group and the Acucise endopyelotomy group, (p=0.008), the laparoscopic pyeloplasty group and the open pyeloplasty group, (p=0.55), and the Acucise endopyelotomy group and the open pyeloplasty group, (p=0.06).
of the Acucise endopyelotomy and open pyeloplasty groups, but observed that the findings from this study were similar to those reported in the literature.
Implications of the study
Although not directly related to the three technologies studied, the authors recommended that any patient with equivocal diuretic renography should undergo Whitaker evaluation for confirmation of the diagnosis of obstruction. Further, they recommended that patients with persistent flank pain despite a nondiagnostic diuretic renogram and Whitaker test should be considered to have pain of an entirely different etiology.
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